Necrobiosis lipoidica is a granulomatous skin condition typically occurring on the legs. A patient with this condition presented with gross bilateral induration of the eyelids sufficient to close both eyes.
Necrobiosis lipoidica is a rare granulomatous dermopathy of uncertain aetiology. In about 70% of cases it is associated with diabetes.' Its typical presentation is of yellow, waxy, atrophic patches with purple margins on the shins. Less commonly it presents in sites away from the legs and very rarely on the face. It swelling and induration of the eyelids (Fig 1) . Two weeks previously he had noticed small, painless, cutaneous nodules on his chin, neck, back, and shoulders. Over the next few days these lesions grew in size, and similar small nodules were noticed in the eyelids. From then on until the time of presentation all the lesions grew progressively larger and the lumps in the eyelids began to coalesce. Initially the eyelid lesions were 70-80 mm in diameter and the other lesions 30-40 mm in diameter. All the lesions (six in total) were well circumscribed, firm, non tender, prominent nodules with a typical waxy appearance and with telangiectasia round the edges. There was a slight purulent discharge from the surface of lesions round the eyes.
The patient was otherwise well. skin, and they may also have responded to steroid/ antibiotic therapy. Histological assessment in our case, though, indicated a necrobiotic process.
Other necrobiotic skin conditions which may have a similar clinical appearance include granuloma annulare, rheumatoid and pseudorheumatoid nodules. The former is also associated with diabetes.4
These conditions can again be differentiated histologically, principally by the pattern of collagen necrosis, histiocyte distribution, and the extent of granuloma formation.
Usually treatment for necrobiosis lipoidica is required only for cosmetic reasons or for ulceration with secondary infection. Intralesional steroid injections and local excision have been tried with varying success.25 The response to systemic steroids in our patient was dramatic, but five months after presentation the lesions are still detectable. Steroid treatment has now been stopped.
Most cases of necrobiosis lipoidica are slowly progressive and less dramatic in presentation. 6 To our knowledge such extensive involvement of the eyelids has not been reported before, and the condition should be included in the differential diagnosis of any nodular or diffuse induration of the eyelids, particularly in diabetic patients.
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